In 2005, a new criminal code was established to align Ethiopia's laws with its new Constitution. Following a period of intense activism and debate, abortion remained criminalized, but several significant exceptions were made, allowing for the expansion and integration of services within the public health system. The passage of the law and the establishment of technical guidelines each served as essential steps in determining the extent to which services were implemented. The integration of safe abortion services expanded the scope of practice for multiple cadres of healthcare providers, including emergency surgical officers, nurses, and health extension workers. The political will of the Ministry of Health, the research produced by the Ethiopian Society of Obstetricians and Gynecologists, and the expertise of nongovernmental organizations were essential to the implementation of services.
METHODOLOGY FOR ALL CASE STUDIES
This case study is one of six comprising a comparative examination of varied countries' approaches to the implementation of national abortion service programs, after changes in laws or policy guidelines that established or expanded access to services. In addition to Ethiopia, case studies were conducted in Colombia, Ghana, Portugal, South Africa, and Uruguay, as they had all either implemented new abortion laws or policies, or changed interpretations of existing laws or policies, within the past 15 years. Each study used the
Integrated Promoting Action on Research Implementation in Health
Services (i-PARIHS) framework to organize the analyses. i-PARIHS posits successful implementation to be a function of the innovation to be implemented and its intended recipients in their specific context, with facilitation as the "active ingredient" aligning innovation and recipient.
1 For each country case, two types of data sources were used: an in-depth desk review and 8-13 semistructured, indepth interviews with key stakeholders and experts in each country, selected in collaboration with in-country partners. Respondents provided written informed consent and were guaranteed confidentiality. Several respondents from each country served as in-country coauthors, in doing so giving up their anonymity as participants of the study, although no quotations provided as respondents are directly attributed to them. Respondents included healthcare providers, public health and government officials who had been involved in establishing or expanding the service, academics, and members of nongovernmental organizations (NGOs) and legal and feminist advocacy groups; in some countries, interviewees came from the full range listed, in others, from a subset ( Table 1) 
| CONTEXT
Abortion has been criminalized in Ethiopia since the first penal code of 1930. The law was amended in 1957 to include exceptions for "grave and permanent danger to life or health" with the approval of two physicians, which resulted in limited expansion of services.
3
However, a new constitution was ratified in 1994 enumerating the rights of women, including the establishment of equal rights, access to maternity leave, political participation, and "the right of access to family planning education, information and capacity". Forms of Discrimination against Women (CEDAW).
5,6
The high maternal mortality rate due to complications of unsafe abortion framed the conversation of legal reform. 
Professional domain

Number of interviewees
Medical practitioners 3
Government officials 1
NGO staff 4
Other a -Abbreviation: NGO, nongovernmental organization.
a "Other" comprises academics, or individuals from feminist or legal advocacy groups, or UN agencies.
risk to the life or health of the mother, fetal malformation, and maternal disability or age younger than 18 years. Two features of the law allowed for the creation of guidelines that expanded access to safe abortion services. First, the law was crafted to shift liability away from providers, who were permitted to accept that "the mere statement by the woman is adequate" when determining if the patient met the criteria for an abortion in the case of rape or incest. 6 Formalizing legal deference to the patient's statements created a regulatory framework in which implementing organizations could apply the exemption broadly. Second, the law empowered the Ministry to interpret the law and determine how broadly the exemptions could be applied by developing technical guidelines. No limits on gestational age or level of provider training were initially established in the statute. Instead, they were deferred to the Ministry for clarification. One interviewee stated that through the drafting process "we wanted to push for a more liberal law without specifying in it the specific language." Interviewees reported that after the process moved to the Ministry of Health, opposition groups did not participate in developing the technical guidelines.
| RECIPIENTS
Population-based mortality data and the publication of provider experiences shaped health providers' attitudes toward expanding access to safe abortion care. Initially, the medical community did not focus on abortion, as there was a misperception that abortion affected a small proportion of the population. One interviewee recalled that "people [were] talking about stereotypes, you know, this is a problem of the elite; this is a problem for a woman under 18; it's a problem of a student, etc." In an effort to change the dominant perceptions of medical professionals, a study overseen by the Ethiopian Society of Obstetricians and Gynecologists (ESOG) documented the high prevalence of unsafe abortion across different demographics and the high mortality associated with unsafe abortion. 13 Interviewees recalled that the tenor of the debate shifted with the introduction of these data, establishing a cause for action by ESOG.
Interviewees also stated that the attitudes of providers toward 
16,17
Interviewees reported that information was primarily disseminated to the general population through the healthcare system by health extension workers supplemented by community meetings through community-based organizations. Interviewees stressed the importance of integrating safe abortion care into family planning education.
Given the limited ability of education campaigns to reach a large and widely distributed population, several interviewees acknowledged that word of mouth played a large role in the spread of information.
Interviewees reported that population education campaigns have primarily been conducted by NGOs with limited involvement by the Ministry of Health.
| FACILITATION
Interviewees reported strong support within the Ministry of Health, which "owned a desire to expand access to safe abortion" and was the natural locus for implementing and normalizing a service framed in public health terms. Working within the one-system health framework, the commitment of the Ministry to the expansion of services was essential to increasing access. The government included NGOs in implementation, enabling them to work openly with government agencies, advocate for services, and address policy issues. When reflecting on the relationship between NGOs and the government, one interviewee stated that "we can talk very openly with the government, and the government actually really owns this and supports it."
NGOs, in turn, participated in drafting the technical guidelines and advising the government on the regulatory framework. Interviewees representing NGOs perceived that timely government action had been contingent on continued NGO participation.
Interviewees reported that the drafting process for the technical guidelines was heavily influenced by international and peer-country models. 8 The WHO guidelines strongly influenced the drafting process and provided legitimacy for advocacy groups, as international standards were well received by the Ministry of Health. Conservative choices were also made in drafting the guidelines to minimize adverse outcomes and internal conflict in the early stages of implementation. First, the recommended use of medical abortion was limited to less than 9 weeks' gestational age, reduced from the WHO recommendation of 12 weeks owing to insufficient in-country safety data. Second, there was insufficient data to develop a standardized protocol for second-trimester abortions in the first edition of the guidelines. One interviewee recalled how this process: By deferring the issue, the drafters were able to maintain support for the guidelines.
The technical guidelines were revised in 2014 following a revision to the WHO's guidelines as additional data were available both locally and internationally. 20 The use of medical abortion was expanded beyond 9 weeks, as additional data demonstrated the safety of the procedure at later gestational ages. Second-trimester abortions were divided into two categories by gestational age and were assigned to either primary hospitals or general/referral hospitals. Finally, the guidelines clarified the role of community health workers in providing education and referrals, as well as extending the role of integrated emergency surgical officers to include second-trimester services.
After legal reform, comprehensive abortion care training contin- Surveillance in the public health system occurs through the national Health Management Information System. 22 The collection and digitization of data is a resource-intensive process that limits the number of health metrics that can be monitored. Fewer are followed than had been recommended in the technical guidelines. Interviewees reported concern that the centralized data are overly aggregated and inadequate to effectively monitor the provision of abortion services. Parallel monitoring systems exist in the private and NGO clinic networks; periodic studies combine retrospective and prospective methodologies and use both public and private data to fill the gaps in the public surveillance system. 16, 17, [23] [24] [25] [26] Interviewees stressed the value of publishing periodic assessments of national data to document the impact of the law. 
| REMAINING CONCERNS
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